Down Syndrome Research and Practice Vol. 5, No. 2, The Down Syndrome Educational Trust Printed in Great Britain. All Rights Reserved. ISSN: 0968-7912 (1998) 5:2 most family members, it may be argued that families also have the capacity to make the necessary adjustments and accommodations which are necessary to keep the family functional (Gallimore, Weisner, Bernheimer, Guthrie & Nihira, 1993) . There is emerging evidence that, following an initial difficult period of shock as a result of the arrival of a child with Down syndrome, many families show evidence of coping during the subsequent stages of early and middle childhood (Mahoney, O'Sullivan & Robinson, 1992) . In fact, almost three decades ago Hewett (1970) noted that following this initial period, many families make a remarkable adjustment to this situation and show extraordinary levels of resilience. This suggests that it may in fact be the presence of disability and the need to address the related demanding issues which results in the heightened resilience that many families experience (Bower, 1996) . The belief that disability results in family dysfunction, or indeed pathology, has been so well established, that it has resulted in the tendency for professionals and the community to respond inappropriately to the needs of these families (Turnbull & Turnbull, 1986) . Moreover, families with and without a child with disability cannot be viewed as if they were of heterogeneous nature, and while trends can be established, variations in the experiences and lives of families must be acknowledged. Gestures of sympathy rather than empathy and insensitivity in communication with families about disability issues related to families' ability to cope, are examples of entrenched ways of viewing the functioning of families with a child with Down syndrome.
More recent research has supported the acknowledgement of strengths rather than weaknesses of families with a child with disability (Hanline, 1991; Schwab, 1989; Sloper & Turner, 1993) . One of the difficulties associated with studies that examine families with a child with disability is that most researchers have studied this problem at the time when families are first confronted with this difficulty. Another sensitive transition time for families that has been widely researched occurs when the child reaches adolescence. Few studies appear to have focused on the 'in-between' period of family development, during the middle childhood period of the child with disability, by which time, following an often traumatic initial experience, families have had the opportunity to regain their balance and consequently their resilience. It is suggested that family resilience tends to be at a peak during this period, and that families strongly resent the patronising attitudes they often experience from the community (Bower, 1996) .
In families with a child with Down syndrome mothers have traditionally been the major carers, thereby placing considerable additional responsibilities and stress on mothers (Gregory, 1991; Hayes, 1998) . While the support and contributions that fathers and other family members may make to the care of a child with disability is acknowledged, a large number of mothers, who were surveyed about their roles and responsibilities related to the child with disability, indicated their major involvement with the disabled child in the day-to-day running of family life. They described these roles and responsibilities predominantly as being organiser and promoter of health care, education and social activities (Bower, 1996) . The acceptance and performance of this range of roles by mothers requires a fair degree of personal resilience, which they appear to experience when they have the support of their family and view their family unit as demonstrating 'hardiness'.
The Concept of 'Resilience' and 'Family Hardiness'
The concept of individual hardiness was originally developed by existential psychologists (e.g. Allport, 1955; Fromm, 1947; Kobasa & Maddi, 1977) . Hardiness is a term that was first identified in the literature describing personal resilience in terms of the health status of individuals (Kobasa, 1979) . Kobasa and her colleagues argued that the ability to be resilient increases individuals' chances for physical and psychological health. In this context hardiness also describes the ability to cope. On the other hand, the absence of resilience may be characterised by increased levels of risk factors to physiological and psychological well being (Banks & Gannon, 1988; Kobasa, Maddi & Kahn, 1982; McCubbin & McCubbin, 1992) . Kobasa (1979) describes the characteristics of 'hardiness' as follows:
Hardy persons are considered to possess three general characteristics: (a) the belief that they can control or influence the events of their experience, (b) an ability to feel deeply involved in or committed to the activities of their lives, and (c) the anticipation of change as an exciting challenge to further development (p. 3).
While the characteristics of hardiness may be attributed to individuals they may also be attributed to groups of people such as families. Coping strategies observed in families with a Down syndrome child have been identified in a range of studies (Quine & Pahl, 1991; Sloper, Knusson, Turner & Cunningham (1991) . The functioning of a family unit may either empower or disempower its individual members. McCubbin, McCubbin & Thompson (1986) developed the Family Hardiness Index (FHI) to measure the characteristics of hardiness as a resilience and adjustment resource. Furthermore, McCubbin et al., (1986) argue that family hardiness describes the internal strengths of the family unit, characterised by a sense of control over life events. It is suggested here that such a sense of control results in empowerment and resilience of families. Moreover, it is proposed that by assessing mothers' perceptions of their family's hardiness, their judgments may be valid indicators of family functioning.
The FHI was initially developed and used for an investigation of family traditions, celebrations and routines in families not at risk. In this study mothers' perceptions of their families' hardiness or resilience are compared and contrasted by two groups of mothers, those with and those without a child with Down syndrome. The study was conducted simultaneously in Brisbane, Australia and Auckland, New Zealand by a team of researchers. This allowed for: (a) some limited scope for cross cultural comparison; and (b) an increase in sample size for statistical power.
The central questions addressed in this study were: (a) are mothers' perceptions of family hardiness influenced by the presence of a child with Down syndrome?; (b) can differences among the subscales be established for the two identified groups, and if so, are they statistically significant?; and (c) are the perceptions consistent across two geographically different but culturally similar samples? Answers to these questions, although based on a relatively small sample, will facilitate a better understanding of mothers' reports of family hardiness.
Method Participants
The participants in this study include mothers in Australia and New Zealand. Mothers who have a child with Down syndrome were identified from registers held by the Schonell Special Education Research Centre at The University of Queensland, which is conducting a longitudinal study of children with Down syndrome and their families. Similarly, mothers in the comparison groups were identified from registers of previous studies, school registers and self referrals by seeking voluntary participants for the study from local schools. For this study families with a child with Down syndrome in the middle childhood period (aged between 5 years and 15 years 11 months) were selected. Families in the two groups were matched on a case by case basis against the following sets of variables: (1) gender, age range and birth order of the child with Down syndrome; and (2) mother occupation skills level (Hollingshead, 1975) , and mother marital status. The Australian group consisted of a total of 17 mothers from Brisbane, who have a child with Down syndrome. In addition 40 mothers who do not have a child with disability and met the family matching criteria were contacted and 37 agreed to participate in the study. The New Zealand sample was constructed similarly and consisted of 28 mothers from Auckland who have a child with Down syndrome and 56 mothers without a child with disability. The target children in the comparison families were matched on the same characteristics of gender, age, and birth order.
Instrument
The FHI (McCubbin et al., 1986 ) assesses the three characteristics of hardiness identified by Kobasa (1979) , control, commitment and challenge. Family control aims to measure the family's sense of being in control of family life rather than being conditioned by external events and circumstances. Family commitment assesses the family's sense of internal strengths, dependability and ability to work together, hence the authors' term co-oriented commitment. Challenge measures the family's ability to be resourceful and being able to embrace new ideas and assimilate them into their existing schemata. In addition, the scale adds a fourth characteristic, confidence, which McCubbin et al. (1986) argue: "measures the family's sense of being able to plan ahead, being appreciated for efforts, their ability to endure hardships and experience life with interest and meaningfulness" (p. 125). While the authors of the FHI do not provide normative data, they are confident that the sample of 304 families used in the initial study does provide meaningful comparison data and publish means and standard deviations. Internal reliability for the FHI is reported as .82 (Cronbach's alpha). The FHI is presented as a 20 statement questionnaire that requires the participants to respond on a 4-point Likert style scale, ranging through 0 = false, 1 = mostly false, 2 = mostly true, 3 = true. In addition, the mothers in the Australian cohort responded to an interview in which they were given the opportunity to elaborate on issues related to family hardiness.
Procedure
The questionnaire is easy to understand and designed to be used either as an interview questionnaire or as a mailed instrument. The instrument was used in its original form and did not require culturally pertinent modification. In this study all the Australian participants had previous contact with the researcher through a personal interview and therefore were familiar with the research project. The participants were contacted by phone to ascertain their willingness to further participate in the study by responding to the questionnaire. The previous contact with the participants by the same researcher resulted in an exceptionally high response rate (93%) for the Australian sample. The questionnaire was mailed to each participant with an introductory letter explaining the nature of this research program and basic instructions on how to respond to the questions. In the New Zealand sample the questionnaire was administered by a researcher who visited each family personally.
Results
Means and standard deviations for the total scale and FHI sub-scales for both the Australian and the New Zealand sample, as well as the pooled sample, are presented in Table 1 .
To examine whether mean perceived hardiness differs between the reports of mothers with and without a child with disability for the Australian and New Zealand groups, multivariate and univariate analyses of variance were used. The only significant mean differences among the four sub-scales were with respect to country (F = 3.22, df = 4, 131, p = .02), not with respect to disability status or the interaction of country and disability status. Analyses of variance showed statistically significant mean differences between countries on the sub-scales of Co-oriented Commitment (F = 9.13, df = 1, 134, p = .003), Challenge (F = 5.46, df = 1, 134, p = .02), and the FHI total score (F = 10.5, df = 1, 134, p = .002), with the New Zealand sample showing greater mean scores. The mean differences between countries, pooled over disability status, are shown in Table 1 , and these differences are expressed as percentages of the possible range of scores. The percentages corresponding to statistically significant mean differences are of the order of 6%, which correspond roughly to a 0.25 change on a 0-4 scale (the underlying metric of individual FHI items), and thus appear to be of only marginal substantive significance. Of particular interest is the close agreement between the FHI mean scores in our study and the comparative data provided by the authors of the scale (see Table 1 ). While the authors of the scale acknowledge the limited sample used to establish normative data (responses from 304 families), the close agreement with the results of this present study and those of the scale suggests a reasonable degree of validity for this index as an appropriate complementary strategy for assessing family hardiness and resilience.
Discussion
The absence of significant differences between families with and without a child with Down syndrome points clearly towards an emerging acknowledgment of similarities in family dynamics, rather than difference. While this evidence does not rule out difficulties that are experienced at specific times in the life of a family, it never the less strengthens the assumption that all families experience difficulties in their interactions and experiences within, and external to, family life. In order to study family functioning in terms of resilience and hardiness it is of importance to recognise that hardiness is not only influenced by the presence or absence of a child with Down syndrome. How well mothers believe their family copes is equally dependent on a wide range of other factors, unrelated to disability. It is therefore important to view the presence of a child with Down syndrome in context, and this context may vary from family to family, depending on individual circumstances. It appears then that a family's hardiness, which describes the resilience and ability to cope with aversive situations and experiences, is a complicated construct to assess. Because of the focus on mothers as the major carers of young families, in this study mothers were the only family members surveyed in terms of their personal perceptions of the hardiness and resilience of their family. The reported results suggest the need to extend these findings to examine the perceptions, ideas and beliefs of other family members, to obtain a more balanced view of the family dynamics involved in this particular issue. It is acknowledged that this study provides merely a 'snapshot' of family resilience. Data for this study was collected on only one occasion, and the results do not generalise to a more extended period of family life. This study aims to provide some insight into mothers' perceptions about family hardiness during the period of their children's middle childhood. The remarkable consistency between mothers' responses in the two regions suggests cultural similarity, in that the mothers share similar perceptions and experiences of nurturing a family.
The overall results from this study provide additional support for the emerging understanding that the presence of the disability of a child, in this case Down syndrome, is not an exclusive indication of unusual levels of hardiness in family functioning. While this study suggests that the use of the FHI is a suitable instrument, further research into the concept of family resilience is required, first, by employing a range of suitable instruments and second, by examining, comparing and contrasting the perceptions of different family members. Our study is contributing support to the emerging view that the presence of a child with disability, particularly Down syndrome can no longer be seen as the universal catalyst for family difficulties, or indeed family dysfunction.
